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1620 CASE MANAGER STANDARDS 
 
I.    INITIAL CONTACT/VISIT STANDARD 
 

A. Within seven (7) business days of a new member’s enrollment, the assigned case 
manager, or designee, must initiate contact with the member or member 
representative.  If the member resides in a nursing facility or other residential 
setting, the case manager will contact the facility to inform the facility of the 
member’s enrollment.  Initial contact may be made via telephone, a face-to-face 
visit or by letter, if the case manager is unable to contact the member by other 
approaches.   

 
An on-site visit to initiate service planning must be completed by the case 
manager within 12 business days of the member’s enrollment.  If the member is 
ventilator dependent, the on-site visit must be completed within seven (7) 
business days of enrollment. 
 
The interview must be conducted at the member’s place of residence in order to 
develop the member’s service plan.  Confirmation of the scheduled interview is 
recommended prior to the meeting. 
 
If the visit cannot be made at the member’s place of residence, the rationale for 
the alternate site must be documented in the case management file.  A visit made 
to a site other that the member’s place of residence must be at the request of the 
member or member’s representative, not just for the convenience of the case 
manager. 
 
The member must be present for, and included in, the on-site visit.  The member 
representative must be contacted for care planning, including establishing service 
needs and setting goals, if the member is unable to participate due to cognitive 
impairment, the member is a minor child and/or the member has a legal guardian. 
 
Refer to Exhibit 1620-1 for a chart of Case Management Timeframes. 

 
 



CHAPTER 1600 
CASE MANAGEMENT 

POLICY 1620 
CASE MANAGER RESPONSIBILITIES 

 

REV:  10/01/2007, 09/01/2005 ARIZONA HEALTH CARE COST CONTAINMENT SYSTEM                  1620-2 
REV:  02/01/2005, 10/01/2004 AHCCCS MEDICAL POLICY MANUAL 
INITIAL EFF. DATE:  02/14/1996 

 

 
 

B. If the case manager is unable to locate/contact a member via telephone, visit or 
letter, or through information from the member’s relatives, neighbors or others, 
another letter requesting that the member contact the case manager should be left 
at, or sent to, the member’s residence.  If there is no contact within 30 calendar 
days from the member’s date of enrollment, the case must be referred to the 
member’s Arizona Long Term Care Services (ALTCS) eligibility worker, via the 
Member Change Report (MCR) form, for potential loss of contact.  A copy of the 
MCR may be found in Exhibit 1620-2. 

 
If AHCCCS Division of Member Services staff are also unable to contact the 
member or representative, the process of disenrolling the member will be 
initiated. 

 
C. All contact attempted and made with, or regarding, an ALTCS member must be 

documented in the member’s case file. 
 

D. The case manager is responsible for explaining the member’s rights and 
responsibilities under the ALTCS program to the member or member 
representative, including the procedures for filing a grievance and/or an appeal.  A 
copy of these rights and responsibilities must also be provided in writing 
(generally via the Member Handbook).  The member or member representative 
must sign and date a statement indicating that they have received the member 
rights and responsibilities in writing, that these rights and responsibilities have 
been explained to them and that they clearly understand them. 

 
 
II.  NEEDS ASSESSMENT/CARE PLANNING STANDARD 

 
A. Case managers are expected to use a person-centered approach regarding the 

member assessment and needs, taking into account not only ALTCS covered 
services, but also other needed community resources as applicable.  Case 
managers are expected to: 

 
1. Respect the member’s rights 

 
2. Provide adequate information and teaching to assist the member/family in 

making informed decisions and choices 
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3. Provide a continuum of service options that supports the expectations and 
agreements established through the care plan process 

 
4. Educate the member/family on how to report unplanned gaps or other 

problems with service delivery to the Contractor in order that unmet needs can 
be addressed as quickly as possible.  See also subsections IV and V in this 
policy. 

 
5. Facilitate access to non-ALTCS services available throughout the community 

 
6. Advocate for the member and/or family/significant others as the need occurs 

 
7. Allow the member/family to identify their role in interacting with the service 

system 
 

8. Provide members with flexible and creative service delivery options 
 

9. Educate members on their option to choose their spouse as their paid attendant 
caregiver and the need to consider how that choice may impact eligibility for 
other publicly funded programs.  

 
10. Provide necessary information to providers about any changes in member’s 

functioning to assist the provider in planning, delivering and monitoring 
services, and 

 
11. Provide coordination across all facets of the service system in order to 

determine the efficient use of resources and minimize any negative impact on 
the member. 

 
B. The involvement of the member and member’s family in strengths/needs 

identification as well as decision making is a basic tenet of ALTCS case 
management practice.  The member, family, and/or significant others are partners 
with the case manager in the development of the plan with the case manager in 
the facilitating mode. 

 
C. The case manager must complete a Uniform Assessment Tool (UAT) based on 

information from the strengths/needs assessment to determine the Level of Care.  
The UAT and guidelines for completion can be found in Exhibit 1620-3. 
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D. Care planning is based on: 
 

1. Face-to-face discussion with the member and/or member representative that 
includes a systematic approach to the assessment of the member’s strengths 
and needs in at least the following areas: 

 
a. Functional abilities 

 
b. Medical conditions 

 
c. Behavioral health 

 
d. Social/environmental/cultural factors, and 

 
e. Existing support system. 

 
2. Recommendations of the member’s primary care provider (PCP) 

 
3. Input from ALTCS service providers, as applicable, and 

 
4. Preadmission screening (PAS), as appropriate. 

 
E. Together, the case manager and member must develop goals that address the 

issues that are identified in the care planning process.  Goals should be built on 
the member’s strengths and include steps that the member will take to achieve the 
goal.  Goals are written to outline clear expectations about what is to be achieved 
through the service delivery and care coordination processes. 

 
F. Member goals must: 

 
1. Be member specific 

 
2. Be measurable 

 
3. Specify a plan of action/interventions to be used to meet the goals 

 
4. Include a timeframe for the attainment of the desired outcome, and  
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5. Be reviewed at each assessment visit and progress must be documented.  
Progress means information regarding potential barriers, changes that need to 
be made to the goal and/or plan of action, and, if the goal has been met but 
will be continued, the reason(s) for this. 

 
G. For members who have been receiving HCBS services during the prior period 

coverage (PPC) timeframe (as defined in Chapter 100 of this Manual), a 
retrospective assessment must occur to determine whether those services were: 

 
1. Medically necessary 

 
2. Cost effective, and 

 
3. Provided by a registered AHCCCS provider. 

 
If all three of these criteria are met, the services are eligible for reimbursement by the 
ALTCS Contractor, or, for FFS members, the AHCCCS Administration, as specified in 
the separate care/service plan. 
 
A separate care/service plan must be developed and documented to indicate those 
services that will be retroactively approved based on this assessment.  If any of the 
services provided during the PPC are not approved by the ALTCS Contractor or, for FFS 
members, the AHCCCS Administration, the member must be provided written notice of 
this decision and given an opportunity to file an appeal.  Refer to 9 A.A.C., Chapter 34, 
for more detailed information on this requirement. 
 
III.  COST EFFECTIVENESS STUDY STANDARD 
 

A. A Cost Effectiveness Study (CES) must be completed for all E/PD members with 
potential for placement in a home and community based (HCB) setting and for 
those E/PD members currently placed in an institutional setting who have 
discharge potential. 

 
B. A CES must be completed for DD members under the following circumstances: 

 
1. Every three months for any DD member whose service costs exceed 80% of 

the cost of the appropriate institutional setting for the member 
 



CHAPTER 1600 
CASE MANAGEMENT 

POLICY 1620 
CASE MANAGER RESPONSIBILITIES 

 

REV:  10/01/2007, 09/01/2005 ARIZONA HEALTH CARE COST CONTAINMENT SYSTEM 1620-6 
REV:  02/01/2005, 10/01/2004 AHCCCS MEDICAL POLICY MANUAL 
INITIAL EFF. DATE:  02/14/1996 

 

 
 

2. When the service costs of a DD member whose service costs previously 
exceeded 80% of the cost of the appropriate institutional setting are 
subsequently reduced to below 80% 

 
3. All DD ventilator dependent program members, and/or  

 
4. When discharge is contemplated for any member residing in a ICF/MR. 

 
C. Services provided under Title XIX must be cost effective whether the placement 

is in an institutional facility or a HCB setting. 
 

D. Placement in a HCB setting is considered appropriate if the cost of HCBS does 
not exceed 100% of the net cost of institutional care and HCBS will meet the 
member’s needs. 

 
The cost of HCBS is compared against an amount equal to the net Medicaid cost 
of institutional care for the specific member.  If the member has needs that would 
necessitate a specialized rate in an institutional setting (for example, Alzheimer’s 
or behavioral unit, residential treatment center, extensive respiratory care), this 
net cost should be used in calculating the cost effectiveness of HCBS. 
 
Existing HCBS units cannot be reduced if there is an increased cost of services 
incurred to fill a service gap (for example, if personal care and homemaker 
services are provided to substitute for a gap in attendant care services). 

 
E. When the cost of HCBS exceeds 80% of the cost of institutional care: 

 
1. Program Contractor case managers must provide written justification of 

services to their administration for approval. 
 

2. Tribal Contractor case managers must provide written justification of services 
to the AHCCCS Division of Health Care Management (DHCM)/ALTCS Unit 
for approval. 
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F. When the cost of HCBS exceeds 100% of the cost of institutional care, but the 
cost is expected to drop below 100% within the next six months because of an 
anticipated change in the member’s needs: 

 
1. A Program Contractor’s administration may approve the HCBS costs.  

Justification and the approval must be documented in the case file. 
 

2. Tribal Contractor case managers must provide written justification of services 
to the DHCM/ALTCS Unit for approval. 

 
G. If the cost of HCBS is expected to exceed 100% of net institutional cost for more 

than six months, and the member’s needs could not be appropriately met in an 
institutional setting (for example, a member with significant behavioral health 
needs that would be more appropriately addressed by a behavioral health group 
home), Contractors must refer the case to the DHCM/ALTCS Unit for review and 
potential approval. 

 
The case manager must submit adequate documentation to demonstrate that a 
nursing facility placement would not be suitable for the member because of 
his/her special needs. 

 
H. If the cost of HCBS is expected to exceed 100% of net institutional cost for more 

than six months and the member’s needs could be appropriately met in an 
institutional setting, the case manager must advise the member of the cost 
effectiveness limitations of the program and discuss other options.  The case 
manager must either reduce or not initiate any Title XIX service costs in excess of 
100%.  Appropriate notification must be given to the member regarding any 
decision to deny or reduce requested services. 

 
If the member chooses to remain in his/her own home even though the Contractor 
cannot provide all of the services which have been assessed as medically 
necessary (including those ordered by the member’s PCP), a managed risk 
agreement/contract should be written.  This agreement should document the 
services the Contractor can cost effectively provide, the placement/service options 
offered to the member, the member’s choices with regard to those options, the 
risks associated with potential gaps in service and any plans the member has to 
address those risks (for example, volunteer services or paying privately for 
services).  The member’s or member representative’s signature on the agreement 
documents his/her acknowledgement of the service limitations and risks. 
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I. The CES must be completed prior to the initiation of ALTCS services.  However, 
if services are already in place at the time of the member’s enrollment, the CES 
must be completed within 12 business days of the enrollment. 

 
The cost of HCBS services that will be retroactively approved during prior period 
coverage enrollment cannot exceed 100% of the cost of institutionalization for 
that member. 

 
J. The CES should be updated when there is a change in placement to HCBS or 

there is a change in services that would potentially place the member’s costs at 
greater than 80% of institutional cost.  All HCBS E/PD members must have a 
CES completed at least annually. 

 
K. A CES may be completed indicating “NONE” for HCBS services needed under 

the following circumstances: 
 

1. Members residing in nursing facility who have no potential for HCBS 
placement (Placement/Reason code: Q/05).  Documentation in the member’s 
case notes is required to justify the lack of discharge potential and that the 
nursing facility is the most appropriate placement. 

 
2. Members receiving hospice services (Placement/Reason code: 10) 

 
3. Members residing in a nursing facility because the cost of HCBS would 

exceed 100% of institutional costs (Placement/Reason code: Q/01) 
 

4. Members residing in a nursing facility because the member or family requests 
that placement (Placement/Reason code: Q/03), or 

 
5. Members with Acute Care Only status (Placement/Reason code: D/04, D/11 

or D/12). 
 

L. CES data must be entered into the CATS system within 14 business days of the 
date the action took place (for example, initial on-site visit to determine service 
needs, placement changes or significant increase in cost of services).  Refer to the 
AHCCCS Contractors Operations Manual, Chapter 400, Policy 411, for 
information on the codes and procedures for entering CES data into the CATS 
system (CA160 screen). 
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If the initial CES entered in the CATS system also reflects the assessment of the 
cost effectiveness of HCBS services provided in the PPC, a comment to that 
effect must be added to the case file, or system notes if comments are entered in 
CATS.  If the services entered on the initial CES do not reflect those provided 
during the PPC, a separate hard copy CES must be completed to demonstrate that 
PPC services were cost effective and this CES must be maintained in the case file.   
 
Refer to the AHCCCS Contractor Operations Manual, Chapter 400, Policy 411, 
for information on the codes and procedures for entering CES data into the CATS 
system (CA160 screen). 

 
M. HCBS which must be included in the CES include: 

 
1. Adult day health 

 
2. Attendant care.  If the member chooses to utilize his or her spouse as the paid 

caregiver of these services, the spouse shall not be authorized for more than 
40 hours of services in a 7 day period.  Refer to Policy 1240 for more 
information on this limitation. 

 
3. Habilitation 

 
4. Home health nurse 

 
5. Home health aide 

 
6. Home delivered meals 

 
7. Homemaker 

 
8. Personal care 

 
9. Respite, if provided on a regular basis 

 
10. Regularly scheduled medically necessary transportation when the round trip 

mileage exceeds 100 miles.  These costs do not need to be included if similar 
costs would be incurred while in a nursing facility.  For example, if dialysis 
transportation costs for a HCBS member would be similar if the member were 
in an institutional setting, these costs would not be included on the CES. 
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11. Emergency alert systems 

 
12. Non-customized durable medical equipment (DME) included in the nursing 

facility per diem and having a value exceeding $300, regardless of purchase or 
rental (for example, standard wheelchairs, walkers, hospital beds).  DME 
items covered under other insurance may be omitted from the CES until the 
Contractor assumes responsibility for partial or full payment. 

 
13. Partial care (supervised, therapeutic and medical day programs) 
 
14. Behavioral management (behavioral health personal assistance, family support 

and peer support) 
 

15. Psychosocial rehabilitation (living skills training, health promotion, pre-job 
training, education and development, job coaching and employment support) 

 
16. Assisted living facilities, and 

 
17. Behavioral health alternative residential settings. 
 

N. Services which are not to be included in a CES include: 
 

1. Hospice services 
 

2. Customized DME items 
 

3. Physical, speech, occupational and/or respiratory therapies 
 

4. Medical supplies and pharmaceuticals 
 

5. Behavioral health services which are not listed above, and 
 

6. Home modification 
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O. If the member only receives ALTCS-covered HCBS that are provided by another 
funding source (Medicare, Children’s Rehabilitative Services, tribal entities), s/he 
may still be in a HCBS placement and therefore must have a CES completed.  The 
CES should be completed indicating the services received, but with no unit cost 
paid by the Contractor. 

 
 

IV.  PLACEMENT/SERVICE PLANNING STANDARD 
 

The case manager is responsible for facilitating placement/services based primarily 
on the member’s choice.  Additional input in the decision-making may come from the 
member’s guardian/family/significant other, the case manager’s assessment, the Pre-
Assessment Screening, the members PCP and/or other service providers. 
 
A guiding principle of the ALTCS program is that members are placed and/or 
maintained in the most integrated/least restrictive setting.  This needs to be the 
placement goal for ALTCS members as long as cost effectiveness standards can be 
met in the HCB setting. 

 
A. After the needs assessment is completed, the case manager must discuss the cost 

effectiveness and availability of needed services with the member and/or member 
representative. 

 
B. In determining the most appropriate service placement for the member, the case 

manager and the member and/or the member representative should discuss the 
following issues: 

 
1. The member’s placement choice 

 
2. Services necessary to meet the member’s needs in the most integrated setting.  

See Chapter 1200 of this manual for information about the following types of 
services available: 

 
a. Home and community based services (HCBS) 

 
b. Institutional services 

 
c. Acute care services, and 

 
d. Behavioral health services.

http://www.ahcccs.state.az.us/Regulations/OSPpolicy/Chap1200/Chap1200.pdf
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3. The availability of HCBS in the member’s community 
 

4. Cost effectiveness of the member’s placement/service choice 
 

5. Covered services which are associated with care in a nursing facility 
compared to services provided in the member’s home or another HCB setting 
as defined in Chapter 1200 

 
6. The member’s Share of Cost (SOC) responsibility.  The SOC is the amount of 

the member’s income that s/he must pay towards the cost of long term care 
services.  The amount of the member’s SOC is determined and communicated 
to the member by the local ALTCS Eligibility office. 

 
7. The member’s room and board (R & B) responsibility.  Since AHCCCS does 

not cover R & B in a HCB alternative residential setting, this portion of the 
cost of the care in these settings must be paid by the member or other source 
(such as the member’s family).  The monthly R & B amount is determined by 
and communicated to the member by the ALTCS Contractor. 

 
C. Any member who lives in his/her own home must be allowed to remain in his/her 

own home as long as HCBS are cost effective.  Members cannot be required to 
enter an alternative residential placement/setting that is “more” cost effective.  
Refer to Chapter 100 of this Manual for a definition of “own home”. 

 
D. Members must be informed that they have the choice to select their spouse to be 

their paid caregiver for medically necessary and cost effective services (provided 
the spouse meets all the qualifications as specified in the attendant care section of 
Policy 1240 of this Manual) not to exceed 40 hours in a 7 day period. The case 
manager must inform and be available to discuss with member and spouse the 
financial impact that this choice could have on the eligibility of their household 
for publicly funded programs, including AHCCCS.  The “Spouse Attendant Care 
Acknowledgement of Understanding” Form (Exhibit 1620-12) must be signed by 
the member and spouse prior to the authorization of the member’s spouse as the 
paid caregiver.  The case manager must be available to assist member/spouse with 
this decision but is not expected to contact the applicable agencies for the member 
to determine the impact of the change in the spouse’s income on eligibility for 
programs.   

 

http://www.ahcccs.state.az.us/Regulations/OSPpolicy/Chap100/Chap100.pdf
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E. Upon the member’s or member representative’s agreement to the service plan, the 

case manager is responsible for coordinating the services with appropriate 
providers.   

 
Placement within an appropriate setting and/or all services to meet the member’s 
needs must be provided as soon as possible.  A decision regarding the provision 
of services requested must be made within 14 calendar days following the receipt 
of the request/order (3 business days if the member’s life, health or ability to 
attain, maintain or regain maximum function would otherwise be jeopardized).  
Refer to Title 42 of the Code of Federal Regulations (42 CFR) 438.210 for more 
information. 
 
Services determined to be medically necessary for a newly enrolled member must 
be provided to the member within 30 calendar days of the member’s enrollment.  
Services for an existing member must be provided within 14 calendar days 
following the determination that the services are medically necessary and cost 
effective. 
 
Program Contractors shall develop a standardized system for verifying the 
delivery of services with the member or representative after authorization. 
 

F. The case manager must ensure that the member or representative understands that 
some long term care services (such as home health nurse, home health aide or 
DME) must be ordered by the PCP.  These services cannot be provided until the 
PCP approves them.  All orders for medical services must include the frequency, 
duration and scope of the service(s) required, when applicable. 

 
G. If an ALTCS member does not have a PCP or wishes to change PCP, it is the case 

manager or designee’s responsibility to coordinate the effort to obtain a PCP or to 
change the PCP. 

 
H. The case manager must also verify that the needed services are available in the 

member’s community.  If a service is not currently available, the case manager 
must substitute a combination of other services in order to meet the member’s 
needs until such time as the desired service becomes available (for example, a 
combination of personal care or home health aide and homemaker services may 
substitute for attendant care).  A temporary alternative placement may be needed 
if services cannot be provided to safely meet the member’s needs. 
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I. The case manager is responsible for developing a written service plan that reflects 

the agreed upon placement and services.  The member or representative must sign 
this plan at initial development, when there are changes in services and at the time 
of each service review (every 90 or 180 days).  The case manager should provide 
a copy of the service plan to the member or representative and maintain a copy in 
the case file. 

 
The case manager is responsible for providing to HCBS in-home members or 
member representatives the Important Member Rights Notice Form (Exhibit 
1620-10), informing them of their rights pursuant to the Ball vs. Biedess order. 
 

J. A written contingency or back-up plan must also be developed for those members 
who will receive any of the following critical services in their own home: 
 
1. Attendant care, including spouse attendant care 

 
2. Personal care 

 
3. Homemaker, and/or 

 
4. In-home respite. 
 
The term “critical services” is inclusive of tasks such as bathing, toileting, 
dressing, feeding, transferring to or from bed or wheelchair, and assistance with 
similar daily activities. 
 
A gap in critical services is defined as the difference between the number of hours 
of home care worker critical service scheduled in each member’s HCBS care plan 
and the hours of the scheduled type of critical service that are actually delivered to 
the member.   
 
The following situations are not considered gaps: 
 
1. The member is not available to receive the service when the caregiver arrives 

at the member’s home at the scheduled time 
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2. The member refuses the caregiver when s/he arrives at the member’s home, 
unless the caregiver’s ability to accomplish the assigned duties is significantly 
impaired by the caregiver’s condition or state (for example, drug and/or 
alcohol intoxication) 

 
3. The member refuses services 

 
4. The provider agency or case manager is able to find an alternative caregiver 

for the scheduled service when the regular caregiver becomes unavailable. 
 
5. The member and regular caregiver agree in advance to reschedule all or part 

of a scheduled service, and/or 
 

6. The caregiver refuses to go or return to an unsafe or threatening environment 
at the member’s residence. 

 
The contingency plan must include information about actions that the member 
and/or representative should take to report any gaps and what resources are 
available to the member, including agency providers and the member’s informal 
support system, to resolve unforeseeable gaps (e.g., regular caregiver illness, 
resignation without notice, transportation failure, etc.) within two hours.  The 
informal support system must not be considered the primary source of 
assistance in the event of a gap, unless this is the member’s/family’s choice.  
An out-of-home placement in a NF or ALF should be the last resort in addressing 
gaps. 
 
The plan must include the telephone number(s) for the provider and/or contractor 
that will be responded to promptly 24 hours per day, 7 days per week.  The 
member or member representative should also be provided the Critical Service 
Gap Report Form (Exhibit 1620-11), which can be mailed to the Contractor as an 
alternative to calling in the service gap.  The member or member representative 
should be encouraged to call the provider and/or Contractor rather than mailing 
the Critical Service Gap Report form so that the service gap can be responded to 
more timely. 
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In those instances where an unforeseeable gap in critical services occurs, it is the 
responsibility of the Program Contractor to ensure that critical services are 
provided within two hours of the report of the gap.  However, if the provider 
agency or case manager is able to contact the member or representative before the 
scheduled service to advise him/her that the regular caregiver is unavailable, the 
member or representative may choose an alternative time to receive the service 
from the regular caregiver and/or an alternate caregiver from the member’s 
informal support system instead of a substitute caregiver from the provider 
agency’s back-up staff.  The member or representative has the final say in 
how (informal versus paid caregiver) and when care to replace a scheduled 
caregiver who is unavailable will be delivered. 
 
When the provider and/or Contractor is notified of a gap in services, the member 
or member representative must receive a response acknowledging the gap and 
providing a detailed explanation as to  
 
• The reason for the gap, and 

 
• The alternative plan being created to resolve the particular gap and any 

possible future gaps.  
 

K. The written contingency plan for members receiving those critical services 
described above must include a Member Service Preference Level from one of the 
four categories shown below: 
 
1. Needs service within two hours 

 
2. Needs service today 

 
3. Needs service within 48 hours, or 

 
4. Can wait until the next scheduled service date. 
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Member Service Preference Levels must be developed in cooperation with the 
member and/or representative and are based on the most critical in-home service 
that is authorized for the member.  The Member Service Preference Level will 
indicate how quickly the member chooses to have a service gap filled if the 
scheduled caregiver of that critical service is not available.  The member or 
representative must be given the final say about how (informal versus paid 
caregiver) and when care to replace a scheduled caregiver who is unavailable will 
be delivered. 
 
The case manager should assist the member or representative in determining the 
member’s Service Preference Level by discussing the member’s caregiving needs 
associated with his/her Activities of Daily Living (ADLs) and Instrumental 
Activities of Daily Living (IADLs, such as housekeeping, meal preparation and 
grocery shopping), abilities and cognitive, behavioral and medical status.  The 
case manager should ensure the member or representative has considered all 
appropriate factors in deciding the member’s Service Preference Level, including 
the availability of the member’s informal support system.  However, it should not 
be assumed that the presence of an informal support system will determine the 
member’s Service Preference Level. 
 
The case manager must document the Member Service Preference Level chosen 
in the case file.  This documentation should clearly indicate the member’s or 
representative’s involvement in contingency planning. 
 
A member or representative can change the Service Preference Level from a 
previously determined Service Preference Level at the time of the service gap, 
depending on the circumstances at the time.  The provider agency or Contractor 
should discuss the current circumstances with the member or representative at the 
time the gap is reported to determine if there is a change in the Service Preference 
Level.  The plan to resolve the service gap must address the member’s choice at 
the time the gap is reported. 
 
The contingency plan must be discussed with the member/representative at least 
quarterly.  A copy of the contingency plan must be given to the member when 
developed and at the time of each review visit.  The member/representative may 
change the member Service Preference Level and his/her choices for how service 
gaps will be addressed at any time. 
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L. If the member disagrees with the assessment and/or authorization of 
placement/services (including the amount/frequency of a service), the case 
manager must provide the member with a written notice of action that explains 
the member’s right to file an appeal regarding the placement or service plan 
determination.  Refer to Arizona Administrative Code, Title 9, Chapter 34          
(9 A.A.C. 34) for additional information. 
 

M. Members who reside in a nursing facility should be regularly assessed for HCB 
discharge potential and allowed or encouraged to change to a HCB service 
placement, as long as needed services are available and cost effective in the HCB 
setting. 

 
N. When a member will be admitted to an assisted living center (ALC), the case 

manager must ensure that the member has the right to exercise his or her choice 
for single occupancy within that facility.  The Single Occupancy Form must be 
completed and signed by the member or member representative indicating his/her 
choice.  Refer to Exhibit 1620-5 for a copy of this form. 

 
The only exception to this requirement is for an ALC that has been granted an 
AHCCCS waiver for single occupancy.  Refer to the AHCCCS Division of Health 
Care Management policy “Assisted Living Center Occupancy Exception” for 
more information. 

 
O. If the member will be admitted to a nursing facility, the case manager must ensure 

and document that a Pre-Admission Screening and Resident Review (PASRR) 
Level I screening and Level II evaluation, if indicated, have been completed prior 
to admission.  See Chapter 1200 of this manual for more information. 

 
P. If the member does not intend to pursue receiving HCBS or institutional services, 

the member needs to be encouraged to withdraw from the ALTCS program 
voluntarily and seek services through an AHCCCS acute care Contractor or other 
programs. 

 

http://www.ahcccs.state.az.us/Regulations/OSPpolicy/Chap1200/Chap1200.pdf
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If the member refuses long term care services that have been offered, but does not 
wish to withdraw from the ALTCS program, the case must be referred for an 
evaluation of Acute Care Only eligibility via a Member Change Report (MCR) 
form.  The member/representative must be advised that s/he could be disenrolled 
from the ALTCS program depending on his/her income.  The MCR and a copy of 
the case notes or other documentation regarding the member’s refusal to accept 
ALTCS services should be sent to the AHCCCS/Division of Health Care 
Management (DHCM)/ALTCS Unit. 
 
Refer to Exhibit 1620-2 for a copy of the MCR form and to the Eligibility Manual 
for more information on the procedure.   
 
Exhibit 1620-2 also provides guidelines on circumstances for which a MCR is 
needed and Exhibit 1620-4 describes member situations for which an Acute Care 
Only “D” placement is appropriate. 

 
Q. The service plan must include the date range and units for each service authorized 

in the member’s case file according to the Contractor’s system for tracking 
service authorizations.  Tribal Contractor case manager must enter those services 
authorized for the member on the CA165/Service Plan in the CATS system. 

 
R. Service plans for members residing in an institutional setting must include the 

following types of services, as appropriate based on the member’s needs: 
 

1. Nursing facility services.  The service plan must indicate the Level of Care 
(Level I, II, or III) based on the Uniform Assessment Tool or Ventilator 
Dependent status (Level IV). 

 
2. Hospital admissions (acute and psychiatric) 

 
3. Bed hold or therapeutic leave days (refer to Chapter 100 of this manual for 

definitions and limitations) 
 

4. Services in an uncertified nursing facility 
 

5. DME outside the institutional facility per diem (item/items with a value 
exceeding $300 regardless if rented, purchased or repaired).  This requirement 
is waived for ALTCS/DD members. 

 
 

http://www.ahcccs.state.az.us/Regulations/OSPpolicy/Chap100/Chap100.pdf
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6. Hospice services 
 

7. Therapies (occupational, physical and speech) 
 

8. Medically necessary non-emergency transportation (required for Tribal 
Contractors only) 

 
9. Behavioral health services (only those provided by behavioral health 

independent billers – see definition in the Glossary of Appendix G in this 
Manual) 

 
10. Title XIX covered services as noted above if provided by other funding 

sources, for example, Medicare, Tribes, Children’s Rehabilitative Services, 
other insurance sources. 

 
S. Service plans for members residing in a HCB setting must include the following 

types of services, as appropriate, based on the member’s needs: 
 

1. Adult day health or group respite 
 

2. Hospital admissions (acute and psychiatric) 
 

3. Attendant care (separate service coding must be used to distinguish this 
service when provided by the member’s spouse). 

 
4. DME outside the institutional facility per diem (item/items with a value 

exceeding $300 regardless if rented, purchased or repaired).  This requirement 
is waived for ALTCS/DD members. 

 
5. Emergency alert systems 

 
6. Medical supplies that have a monthly cost in excess of $100.00 (required for 

Tribal Contractors only) 
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7. Habilitation 
 

8. Home delivered meals 
 

9. Home health aide 
 

10. Homemaker 
 

11. Hospice 
 

12. Personal care 
 

13. Respite care, including nursing facility respite 
 

14. Therapies (occupational, physical, speech, and/or respiratory) 
 

15. Behavioral health services (only those that are authorized with HCPCS codes) 
 

16. Medically necessary non-emergency transportation when the round trip 
mileage exceeds 100 miles (required for Tribal Contractors only) 

 
17. Home modifications 

 
18. Assisted living facility services 

 
19. Behavioral health alternative residential facility services, and 

 
20. Title XIX covered services as noted above, if provided by other funding 

sources, for example, Medicare, Tribes, Children’s Rehabilitative Services, 
other insurance sources. 

 
T. Service plans for members designated as “Acute Care Only (ACO)” must 

include the following types of services, as appropriate, based on the member’s 
needs: 

 
1. DME, this requirement is waived for ALTCS DD members 

 
2. Medically necessary non-emergency transportation when the round trip 

mileage exceeds 100 miles (required for Tribal Contractors only) 
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3. Rehabilitative therapies (physical, occupational and speech), and  
 

4. Behavioral health services. 
 

Members who are enrolled as “ACO” due to financial reasons (such as a transfer 
of resources) are eligible to receive all medically necessary behavioral health 
services as listed in Chapter 300, Policy 310 of this manual, including those 
typically considered as HCBS. 

 
U. Refer to Chapter 1200 for descriptions of the amount, duration and scope of 

ALTCS services and settings, including information about restrictions on the 
combination of services. 

 
V. The CA161/Placement Maintenance screen in the CATS system must be updated 

with the following information within 14 days of the initial visit: 
 

1. ID number of case manager currently assigned to the case 
 

2. Date of last case management review visit with the member 
 

3. Placement code(s) and begin/end dates since enrollment 
 

4. Residence code that corresponds with each Placement 
 

5. Placement Reason code that corresponds with each Placement, and 
 

6. Behavioral health code that reflects member’s current status 
 

Refer to the AHCCCS Contractors Operations Manual, Chapter 400, Policy 411, 
for information on the codes and procedures for entering the above data into the 
CATS system. 

 
W. Program Contractors are not required to enter service authorizations on the 

CA165/Service Plan in the CATS system.  Tribal Contractors are required to enter 
this information within 10 business days of the initiation of the service(s) 
authorized. 

 
Refer to the AHCCCS Contractors Operations Manual, Chapter 400, Policy 411, 
for information on the codes and procedures for entering service plan data into the 
CATS system. 

http://www.ahcccs.state.az.us/Regulations/OSPpolicy/Chap300/Chap300.pdf
http://www.ahcccs.state.az.us/Regulations/OSPpolicy/Chap1200/Chap1200.pdf
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V.  SERVICE PLAN MONITORING AND REASSESSMENT STANDARD 
 

A. Case managers are responsible for ongoing monitoring of the services and 
placement of each member assigned to their caseload in order to assess the 
continued suitability and cost effectiveness of the services and placement in 
meeting the member’s needs as well as the quality of the care delivered by the 
member’s service providers. 

 
B. Member placement and services must be reviewed on-site, with the member 

present, within the following timeframes: 
 

1. At least every 180 days for a member in an institutional setting (this includes 
ventilator dependent program members, members receiving hospice services 
and those in uncertified institutional settings) 

 
2. At least every 90 days for a member receiving home and community based 

services (HCBS) 
 

3. At least every 90 days for a member residing in an alternative residential 
setting 

 
4. At least every 90 days for a community-based member receiving acute care 

services only.  Acute care service monitoring for these members may be 
conducted on-site, via telephone or by certified letter.  However, an on-site 
visit with the member must be completed at least once a year.  Acute Care 
Only members residing in a non-contracted or uncertified institutional setting 
must have an on-site visit at least every 180 days, and 

 
5. At least every 180 days for DD members 12 years or older residing in a group 

home, unless the member is medically involved or seriously mentally 
ill/severely emotionally disturbed (SMI/SED).  If medically involved or 
SMI/SED, on-site visits must be made at least every 90 days. 

 
Refer to Exhibit 1620-1 for a chart on Case Management Timeframes. 
 
Contractors may develop standards for more frequent monitoring visits of specific 
types of members/placements at their discretion. 
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Case managers should attend nursing facility care conferences on a periodic basis 
as an opportunity to discuss the member’s needs and services jointly with the 
member, care providers and the family. 

 
C. Review visits must be conducted at the member’s residence.  If an alternate site is 

used, the rationale must be documented in the case management file.  A visit 
made to a site other than the member’s place of residence must be at the request 
of the member or representative, not just for the convenience of the case manager. 

 
D. Case managers must be able to quickly assess/identify a problem or situation as 

urgent or as a potential emergency and take appropriate action.  More frequent 
case monitoring is required when the case manager is notified of an 
urgent/emergent need or change of condition which will require revisions to the 
existing service plan. 

 
An emergency visit is required when the situation is urgent and cannot be handled 
over the telephone and when the case manager has reason to believe that the 
member’s well being is endangered. 

 
E. Case managers must conduct an on-site review within ten business days following 

a member’s change of placement type (for example, from HCBS to an 
institutional setting, own home to assisted living facility or institutional setting to 
HCBS) or from the date the case manager is made aware of such a change.  This 
review should be conducted to ensure that appropriate services are in place and 
that the member agrees with the service plan as authorized. 

 
Whenever possible, discharge to a member’s own home should be delayed until 
adequate services can be arranged.  In-home services must be initiated within ten 
business days following a member’s discharge to HCBS. 

 
F. If the case manager is unable to contact an enrolled member to schedule a visit, a 

letter must be sent to the member or representative requesting contact by a 
specific date (ten business days from the date of the letter is the suggested 
timeframe).  If no response is received by the designated date, the case manager 
must complete a Member Change Report Form (Exhibit 1620-2) indicating loss of 
contact and forward this, along with a copy of the letter, to the local ALTCS 
Eligibility office for possible disenrollment from the ALTCS program. 

 
 
 



CHAPTER 1600 
CASE MANAGEMENT 

POLICY 1620 
CASE MANAGER RESPONSIBILITIES 

 

REV:  10/01/2007, 09/01/2005 ARIZONA HEALTH CARE COST CONTAINMENT SYSTEM 1620-25 
REV:  02/01/2005, 10/01/2004 AHCCCS MEDICAL POLICY MANUAL 
INITIAL EFF. DATE:  02/14/1996 

 

 
 

NOTE – Disenrollment will not occur if the local office is able to make contact 
with the member or representative and confirm that the member does not wish to 
withdraw from the ALTCS program. 

 
G. The case manager must meet with the member and/or representative, according to 

the established standards, in order to: 
 

1. Discuss the type, amount and providers of authorized services.  If any issues 
are reported or discovered, the case manager must take and document action 
taken to resolve these as quickly as possible.  The Contractor administration 
must also be advised of member grievances and provider issues for purposes 
of tracking/trending. 

 
2. Assess the member’s current functional, medical, behavioral and social 

strengths and needs, including any changes to the member’s informal support 
system. 

 
The Uniform Assessment Tool (UAT), used to determine the member’s Level 
of Care, must be updated at least annually, more often as indicated by a 
change in member condition.  Depending on contractual requirements, it may 
also be updated as requested for nursing facility authorizations.  A copy of the 
UAT may be found in Exhibit 1620-3. 
 

3. Assess the continued appropriateness of the member’s current placement and 
services 
 

4. Assess the cost effectiveness of services provided and/or requested 
 

5. Discuss the member’s perception of his/her progress toward established goals 
 

6. Identify any barriers to the achievement of the member’s goals, and 
 

7. Develop new goals as needed. 
 

8. Review and document, at least annually, the member’s continued choice of his 
or her spouse as paid caregiver.  Documentation shall include the member’s 
signature on the “Spouse Attendant Care Acknowledgement of Understanding 
Form” (Exhibit 1620-12).  

 



CHAPTER 1600 
CASE MANAGEMENT 

POLICY 1620 
CASE MANAGER RESPONSIBILITIES 

 

REV:  10/01/2007, 09/01/2005 ARIZONA HEALTH CARE COST CONTAINMENT SYSTEM 1620-26 
REV:  02/01/2005, 10/01/2004 AHCCCS MEDICAL POLICY MANUAL 
INITIAL EFF. DATE:  02/14/1996 

 

 
 
H. The member representative must be involved for the above if the member is 

unable to participate due to a cognitive impairment, if the member is a minor 
child and/or if the member has a legal guardian. 

 
If the member is not capable of making his/her own decisions, but does not have a 
legal representative or member representative available, the case manager must 
refer the case to the Public Fiduciary or other available resource.  If a 
guardian/fiduciary is not available, the reason must be documented in the file. 

 
I. Members who reside in an institutional setting should be regularly assessed to 

determine if it is possible to safely meet the member’s needs in a HCB setting.   
 
J. The member or representative’s signature on the service plan indicating their 

agreement or disagreement with the services is required for the initial service 
plan, when there are any changes in services, and at the time of each review visit 
(every 90 or 180 days).  The member should be given a copy of each signed 
service plan. 

 
K. At the time of each HCBS member’s (not including those residing in and assisted 

living facility) service review, the case manager must review, with the member 
and/or representative, the Contractor’s process for members to immediately report 
any unplanned gaps in service delivery.  

 
L. The member’s HCB service providers must be contacted at least annually to 

discuss their assessment of the member’s needs and status.  Contact should be 
made as soon as possible to address problems or issues identified by the 
member/representative or case manager.  This should include providers of such 
services as personal or attendant care, home delivered meals, homemaker, 
therapy, etc. 

 
If the member is receiving skilled nursing care from a home health agency, 
contact is required with the service provider more frequently (see Standard XI, 
Skilled Nursing Need, in this Chapter). 

 
For members receiving behavioral health services, the case manager may need to 
make contact with the service provider quarterly in order to complete the 
behavioral health consultation. 
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M. The case manager is responsible for coordinating physician’s orders for those 

medical services requiring a physician’s order (see Chapter 1200 of this manual 
for more information on which services require an order from the member’s 
PCP). 

 
If the case manager and PCP or attending physician disagree regarding the need 
for a change in level of care, placement or physician’s orders for medical services, 
the case manager may refer the case to the Contractor’s Medical Director for 
review.  The Medical Director is responsible for reviewing the case, discussing it 
with the PCP and/or attending physician if necessary, and making a determination 
in order to resolve the issue. 
 

N. If the case manager determines during the reassessment process that changes in 
placement or services are indicated, this must be discussed with the member 
and/or representative prior to the initiation of any changes.  This is especially 
critical if the changes result in a reduction or termination of services. 
 

O. The member or member representative must be notified in writing of any denial, 
reduction, termination or suspension of services, including when the member 
disagrees with the type, amount, or frequency of services authorized.  Refer to 9 
A.A.C. 34 for specific time frames. 
 
All grievances and requests for hearings and appeals of members enrolled with a 
Tribal Contractor are addressed directly to AHCCCS Administration, Office of 
Legal Assistance.  A managed care member’s request for hearing and/or appeal is 
initiated through the member’s Program Contractor. 
 

P. The case manager must be aware of the following regarding members eligible to 
receive hospice services: 
 
1. Members may elect to receive hospice services.  These services may be 

covered by private insurance or Medicare, if the member has Part A, or by 
ALTCS if no other payer source is available. 

 
2. The Medicare hospice benefit is divided into two 90-day election periods.  

Thereafter, the member may continue to receive hospice benefits in 60-day 
increments.  A physician must recertify hospice eligibility at the beginning or 
each election period. 

http://www.ahcccs.state.az.us/Regulations/OSPpolicy/Chap1200/Chap1200.pdf


CHAPTER 1600 
CASE MANAGEMENT 

POLICY 1620 
CASE MANAGER RESPONSIBILITIES 

 

REV:  10/01/2007, 09/01/2005 ARIZONA HEALTH CARE COST CONTAINMENT SYSTEM 1620-28 
REV:  02/01/2005, 10/01/2004 AHCCCS MEDICAL POLICY MANUAL 
INITIAL EFF. DATE:  02/14/1996 

 

 
 
3. The member has the right to revoke the election of Medicare hospice care at 

any time during the election period and resume ALTCS coverage; however, 
any remaining days of coverage are then forfeited for that election period.   

 
A member may also at any time again elect to receive Medicare hospice coverage 
for any other hospice election periods for which they are eligible. 
 
The hospice agency is responsible for providing covered services to meet the 
needs of the member related to the member’s hospice-qualifying condition.  
ALTCS services which are duplicative of the services included in the hospice 
benefit should not be provided.  Attendant care services are not considered 
duplicative.  If, however, the hospice agency is unable to provide or cover 
medically necessary services, the Contractor must provide those services.  The 
contractor may report such cases to the Arizona Department of Health Services 
(ADHS) as the hospice licensing agency in Arizona.  Refer to Chapter 1200, 
Policy 1250, for additional information regarding hospice services. 

 
Q. All nursing facilities that participate in AHCCCS are dually certified as Medicare 

and Medicaid facilities.  Therefore, beds in these nursing facilities may not be 
designated as Medicare-only.  An ALTCS member may not be asked to leave a 
Medicaid-participating nursing facility after his/her Medicare benefit days have 
been exhausted. 

 
R. In most cases, members must receive a written 30-day advance notice before 

discharge from a nursing facility as outlined in 42 CFR 483.12.  Exceptions may 
be made when the health and/or safety of the member or other residents is/are 
endangered. 

 
ALTCS Contractors set their own rules regarding advance notice of discharge of 
members who reside in assisted living facilities in their contracts with those 
facilities. 

 
S. Case managers are responsible for using the Member Change Report to notify the 

local ALTCS office of a variety of changes in the member’s status.  Refer to 
Exhibit 1620-2 for a copy of this form and more information on the circumstances 
for using this form.  Refer to the Eligibility Manual for detailed information on 
the completion of this form.  The Eligibility Manual is available from the 
AHCCCS Division of Member Services. 

http://www.ahcccs.state.az.us/Regulations/OSPpolicy/Chap1200/Chap1200.pdf
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T. The case manager is responsible for updating information in the CATS system 
within 14 business days of the reassessment. 
 
 

VI.  VENTILATOR DEPENDENT STANDARD 
 

ALTCS members who meet the medical criteria of ventilator dependency as defined 
in Chapter 100 of this manual are enrolled in the Ventilator Dependent program 
(VDP).  Covered services may be provide in the member’s own home, a HCB 
alternative residential setting, a hospital or a nursing facility. 
 
In addition to all other ALTCS case management standards, the following standards 
also apply to VDP members: 

 
A. AHCCCS members enrolled in the ALTCS VDP may receive any medically 

necessary institutional or HCB services described in Chapter 1200 of this manual. 
 

Private duty skilled nursing services are available, if determined to be medically 
necessary and cost effective, for VDP members residing in their own home or a 
HCB approved alternative residential setting. 
 
If respite care is determined to be necessary, it must be provided at the member’s 
level of medical need. 
 

B. If skilled nursing personnel are unavailable to provide ventilator dependent care 
or respite care, services may be provided by a licensed respiratory therapist when 
all of the following conditions are met: 
 
1. The member’s PCP must approve/order the care by the licensed respiratory 

therapist, and 
 
2. The member’s care requirements must fall within the scope of practice for the 

licensed respiratory therapist (as defined in Arizona Revised Statutes §32-
3501), and 

 
3. An orientation to the care needs unique to the member must be provided by 

the usual caregiver. 

http://www.ahcccs.state.az.us/Regulations/OSPpolicy/Chap100/Chap100.pdf
http://www.ahcccs.state.az.us/Regulations/OSPpolicy/Chap1200/Chap1200.pdf
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C. The case manager should also ensure that essential medical supplies are ordered 
for and received by the member in a timely manner. 

 
D. The case manager must notify the AHCCCS Division of Member Services (DMS) 

Medical Eligibility Quality Control Supervisor, via Member Change Report, 
within five business days of learning that an existing non-VDP member has 
become dependent on a ventilator and has been dependent for 30 consecutive 
days. 

 
A PAS will be completed to determine whether the member meets the VDP 
criteria or not.  The results of this assessment are communicated back to the case 
manager by DMS. 

 
Ventilator Dependent Weaning Period 
 
ALTCS provides for a weaning period during which a VDP member may be weaned 
from dependence on the ventilator and remain enrolled in the VDP despite the fact 
that s/he no longer meets the VDP enrollment criteria (requiring ventilator services 
for a minimum of six hours per day for at least 30 consecutive days). 
 
Generally, the weaning period provides up to 30 additional days of VDP enrollment.  
If the member enters the weaning period and does not require ventilator services 30 
days later (even if s/he became dependent on the ventilator again during the weaning 
period), s/he is disenrolled from the VDP on the 31st day. 
 
If, during the weaning period, a member again becomes ventilator dependent and 
continues to require ventilator services for six hours or more per day, s/he will remain 
enrolled in the VDP. 
 
If a member’s medical condition deteriorates and ventilator services are again 
necessary after the member has successfully completed the weaning period and been 
disenrolled from the VDP, s/he must meet the requirement of 30 consecutive days of 
ventilator dependence for six hours per day prior to re-enrollment in the VDP. 

 
If weaning is successful, the case manager will complete and send a Member Change 
Report form to the AHCCCS Division of Member Services (DMS) Medical 
Eligibility Quality Control Supervisor within two business days from the end of the 
30-day weaning period to request a Pre-Admission Screening reassessment. 
 
The Member Change Report Form may be found in Exhibit 1620-2.
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VII.  BEHAVIORAL HEALTH STANDARD 
 

In addition to all other ALTCS case management standards, the following standards 
also apply to members who need or receive behavioral health services: 

 
A. Direct referral for a behavioral health evaluation may be made by any health care 

professional in coordination with the case manager and PCP. 
 

B. Requests for behavioral health services made by the member or member 
representative must be assessed for appropriateness within three business days of 
the request.  If it is determined that services are needed, the referral for evaluation 
must be made within one business day. 

 
C. Behavioral health services which have been determined to be medically necessary 

by a qualified behavioral health professional (as defined in 9 A.A.C. 20) may be 
provided. 

 
D. Information from the PASRR Level II Evaluation for determination of mental 

illness (completed by the Arizona Department of Health Services when indicated 
by PASRR Level I screening) regarding a member’s need for specialized services 
(see definition in Chapter 1200, Policy 1220 of this Manual) must be incorporated 
into the member’s service plan. 

 
E. Behavioral health appointments must be provided within the following 

timeframes: 
 

1. Within 24 hours of referral for emergency appointments, or 
 

2. Within 30 days of referral for routine appointments. 
 

E. Case management for a member receiving behavioral health services must be 
provided in consultation/collaboration with a qualified behavioral health 
professional in those cases where the case manager does not meet the 
qualifications of a behavioral health professional.  The consultation does not have 
to be with the provider of behavioral health services.  It may be with the 
Contractor’s behavioral health coordinator or other qualified designee. 
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F. An initial consultation between the ALTCS case manager and the behavioral 
health professional is required for all members receiving/needing behavioral 
health services.  Quarterly consultations are required thereafter as long as the 
member continues to receive/need behavioral health services. 
 

G. Initial and quarterly consultations are not required for members who are stable on 
psychotropic medications and/or are not receiving any behavioral health services 
other than medication management. 
 

H. The case manager must document the content and results of the initial and 
quarterly consultation with the behavioral health professional.  The consultation 
must be a communication between the case manager and a behavioral health 
professional about the member’s status and plan of treatment.  It must not simply 
be a report from the provider that has been received by the case manager and put 
in the case file. 
 

I. As part of the service plan monitoring, the case manager must review the 
psychotropic medications being taken by the member.  Only those medications 
used to modify behavioral health symptoms need to be included in this 
monitoring.  Examples of medication uses that do not require this special 
monitoring are: sedative hypnotics when used to treat insomnia or on an as 
needed basis prior to a procedure, anti-anxiety medications used for muscle 
spasms and anticonvulsants used to treat a seizure disorder. 
 
Documentation of the medication review must be clearly evident in the member 
case file.  The review must take place at each reassessment and include the 
purpose of the medication, the effectiveness of the medication and any adverse 
side effects that may have occurred.  Any concerns noted (for example, 
medication appears to be ineffective, adverse side effects are present, multiple 
medications apparently prescribed for the same diagnosis) must be discussed with 
the behavioral health consultant and/or prescribing practitioner.  Case notes must 
reflect this discussion. 
 

J. The behavioral health code that reflects the member’s current behavioral health 
status must be updated at the time of each review visit on the CA161/Placement 
Maintenance screen in CATS.  Refer to the AHCCCS Contractors Operations 
Manual, Chapter 400, Policy 411, for a list and description of these codes. 
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VIII.  TRANSITIONAL PROGRAM STANDARD 
 
The ALTCS Transitional program is a program for currently eligible ALTCS 
members who have improved either medically, functionally or both, to the extent that 
they are no longer at risk of institutionalization at a nursing facility (NF) or 
intermediate care facility for the mentally retarded (ICF/MR) level of care.  These 
members continue to require some long term care services, but at a lower level of 
care.  The ALTCS Transitional program allows those members who meet the lower 
level of care, as determined by the Pre-Admission Screening (PAS), to continue to 
receive all ALTCS covered services that are medically necessary.  NF and ICF/MR 
services are excluded, since reassessment has determined that institutional services 
are not medically necessary. 
 
In addition to all other ALTCS case management standards, the following standards 
also apply to Transitional program members: 
 
A. The case manager, upon being notified of the change of a member to the 

Transitional program, must discuss the change in level of care with the member or 
representative to ensure understanding of the change. 

 
B. The case manager must ensure that the member in a HCB setting meeting 

transitional criteria continues to receive all covered HCBS as necessary. 
 

C. While institutional services are no longer considered medically necessary for 
transitional eligible members, a short-term stay in a NF or ICF/MR is available.  
ALTCS Transitional program members whose medical condition temporarily 
worsens to the extent that NF services are medically necessary may receive up to 
90 continuous days of care at any one admission. 

 
D. The case manager must ensure that the member, or the representative of a 

member, already residing in a NF or ICF/MR who becomes eligible for the 
Transitional program., understands that discharge from the NF or ICF/MR is 
necessary within 90 days from the Transitional program effective date.  The case 
manager must work with the member or representative towards HCBS placement 
as soon as possible. 
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E. A PAS reassessment must be requested, via Member Change Report, within 45 days 

of institutional admission for any Transitional program member who has had a 
deterioration of condition and who is expected to need NF services for greater than 
90 continuous days.  A PAS reassessment is not needed if a Transitional program 
member will remain in or return to a HCB setting. 

 
The case manager should follow up with the local ALTCS office after the PAS 
reassessment has been requested if there has been no response by the 60th day.  
Alternate placement options may need to be explored in case the member continues 
to meet the transitional program criteria. 
 
Case file documentation should demonstrate that the case manager has taken 
appropriate and timely action either to pursue discharge to a HCB setting or facilitate 
a PAS reassessment as indicated. 
 
The Member Change Report form may be found in Exhibit 1620-2. 
 
 

IX.  HIGH COST BEHAVIORAL HEALTH REINSURANCE STANDARD 
 

The ALTCS program for high cost behavioral health reinsurance is specifically designed 
to provide supplemental payment for members who are elderly and/or physically 
disabled, enrolled with ALTCS Contractors (as specified by contract), and who meet all 
of the following criteria: 

 
A. Have significant behavioral problems or a history of these behaviors which have 

been documented as difficult to manage, 
 

B. Require a specialized service regimen for the management of his/her behavioral 
challenges, 

 
C. Would be inappropriate for placement in a locked Alzheimer’s or dementia unit, and 

 
D. Behavioral health reinsurance was approved by AHCCCS prior to October 1, 2007 

and the case was active on September 30, 2007.  
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A member’s temporary absence from the approved placement (e.g. for 
hospitalization) will not impact the continuation of the approval upon the member’s 
return.  However, a previously approved reinsurance case where the member has 
been terminated for the circumstances described below can not be reapproved at a 
later date.   
 
• Contractor’s activity to transfer the member to a lower level of care. 
 
• AHCCCS determines through the review process at renewal that the member no 

longer meets the criteria.   
 

In addition to all other ALTCS case management standards, the following standards 
also apply to members covered under the ALTCS reinsurance program for high cost 
behavioral health:  

 
1. A request for renewal of a reinsurance authorization must be submitted to the 

AHCCCS/Division of Health Care Management (DHCM)/ALTCS Unit using the 
form found in Exhibit 1620-6, within 10 business days prior to the expiration of 
the current approval.  Additional provider documentation that supports the 
member’s behaviors and need for intervention must also be submitted. 

 
AHCCCS will provide the Contractor with written verification of authorization or 
denial. Authorization will be granted for the member’s current placement and 
setting only. If there is a subsequent change of placement or setting, information 
and documentation to describe the reason for the change must be submitted as a 
new reinsurance request.  
 

2. The service plans for E/PD members who receive specialized services covered 
under the High Cost Behavioral Health Reinsurance program must be coordinated 
with the member’s PCP and the Contractor’s Medical Director. 

 
3. Covered services may be provided in the member’s own home, in a HCB 

approved alternative residential setting, an unclassified health care facility 
licensed by the Arizona Department of Health Services or a nursing facility if the 
provider offers specialized services necessary for individuals with significant 
behavior management problems. Services provided in inpatient settings, including 
residential treatment centers (RTC) are not covered under this reinsurance 
program.  
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4. All institutional and HCBS services described in Chapter 1200 of this manual, 
including non-emergency transportation, are included in the High Cost 
Behavioral Health Reinsurance program.  Behavioral health services, except as 
noted below, are also covered.  The following services are excluded from 
behavioral health reinsurance coverage under this program as they are included 
as a part of regular reinsurance: 

 
a) Individual and group behavioral health counseling 

 
b) Acute care hospitalization, including psychiatric hospitalization 

 
c) Durable medical equipment and medical supplies 

 
d) Pharmaceuticals 

 
e) Physician services, and 

 
f) Therapies, including physical therapy, occupational therapy, speech 

therapy and respiratory therapy. 
 

Refer to the Encounter Reporting User Manual and the AHCCCS Reinsurance Claims 
Processing Manual for information regarding reporting and payment issues.  These 
manuals are available on the AHCCCS Web site at www.azahcccs.gov. 

 
 

X.  OUT-OF-STATE PLACEMENT STANDARD 
 
Out-of-state services are covered as provided for under 42 CFR, Part 431, Subpart B.  
This includes services that, as determined on the basis of medical advice, are more 
readily available in other states and services needed due to a medical emergency.  
Services furnished to AHCCCS members outside the United States are not covered. 
 
This section of the manual is intended to address the standards related to the long 
term placement of members in out-of-state settings.  It does not apply to situations in 
which the member is temporarily absent from the State. 
 
Out-of-state placements may be approved in licensed/certified residential-type 
settings only (for example, nursing facilities, residential treatment centers, group 
homes).  Personal residences outside the State of Arizona are not approved 
placements.  Out-of-state facility providers must be registered with AHCCCS.

http://www.ahcccs.state.az.us/
http://www.ahcccs.state.az.us/Regulations/OSPpolicy/Chap1200/Chap1200.pdf
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Written authorization from AHCCCS is required prior to the placement of an ALTCS 
member in an out-of-state placement. 
 
In addition to all other ALTCS case management standards, the following standards 
also apply when the Contractor seeks an out-of-state placement: 
 
A. A request for out-of-state placement must be submitted to AHCCCS when it is 

determined that an ALTCS member’s need for services cannot be met by existing 
providers within the State of Arizona. 

 
B. Tribal Contractors requesting out-of-state placement approval for members being 

placed in one of the nursing facilities in Utah or New Mexico must submit a 
written request to the AHCCCS/Division of Health Care Management 
(DHCM)/ALTCS Unit using the form found in Exhibit 1620-7. 

 
C. Program Contractors requesting out-of-state placement approval must submit a 

written request to the AHCCCS/Division of Health Care Management 
(DHCM)/ALTCS Unit.  The request must include at least the following 
information: 

 
1. Member name and AHCCCS ID# 

 
2. Name/location of facility where the Contractor intends to place the member 

 
3. Description of the member’s medical/behavioral condition that necessitates 

this placement 
 

4. Description of facility’s program(s) that makes this placement appropriate for 
the member 

 
5. Information about other in-state placement options ruled out for the member, 

and 
 

6. Plan for member’s return to an Arizona placement 
 

D. When justified, AHCCCS approvals are generally given for six month intervals.  
The case manager must submit appropriate documentation to request a renewal if 
the out-of-state placement is expected to continue beyond the initial approval time 
period.  Requests for renewals must be submitted prior to the expiration of the  
previous approval.
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XI.  SKILLED NURSING NEED STANDARD 
 

The case manager is responsible for ensuring that a member who has skilled nursing 
needs is provided with the monitoring and care necessary to meet his/her individual 
needs. 
 
Non-Institutional Settings 
 
A. The member’s initial needs assessment must be conducted by an AHCCCS 

registered home health agency if the member is at risk of compromising his/her 
skin integrity (for example, the member is bed bound, quadriplegic) or if the 
member has a history of medical instability (for example, frequent seizures, 
unstable diabetes, COPD).  If a registered home health provider is not available, 
an independent registered nurse may conduct the assessment for skilled nursing 
needs.  Thereafter, the member will be monitored for skilled nursing needs, by the 
home health agency or independent registered nurse, within established 
timeframes and as otherwise necessary.  DES/DDD may utilize its district nurses 
in performing these assessments and making recommendations to the PCP for 
continued monitoring. 

 
B. A member who has skilled nursing needs for conditions (for example, pressure 

ulcers, surgical wounds, tube feedings, pain management and/or tracheotomy) 
must be referred to a home health agency for the initial assessment and the 
ongoing provision of skilled nursing care as well as monitoring determined 
necessary by the assessment.  An independent registered nurse may provide these 
services if an AHCCCS registered home health agency is not available. 

 
C. The case file must reflect quarterly consultations with the provider of the skilled 

nursing care and documentation of the member’s condition and progress until the 
member no longer requires skilled nursing care. 

 
D. If the member or member representative refuses skilled nursing care, the case 

manager must inform the member or representative of the possible risks of 
refusing such care.  The case manager must, at a minimum, document in the case 
management file the reason given for refusing the recommended care and that the 
member or representative has been informed of the risks.  The member’s PCP 
must also be informed of the refusal. 
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Institutional Settings 
 

A. The facility is responsible for providing appropriate care to meet the needs of 
each member who is at risk of compromising his/her skin integrity (for example, 
the member being bed bound, quadriplegic, or having a history of medical 
instability such as frequent seizures, unstable diabetes, COPD) and members who 
require skilled nursing for other conditions such as pressure ulcers, surgical 
wounds, and/or pain management. 

 
B. Every six months, the case manager must consult with the appropriate facility 

staff and review treatment record documentation related to the member’s 
condition and progress.  The member’s progress related to the specific skilled 
nursing need(s) must then be documented in the case management file. 

 
C. If the member or member representative refuses skilled nursing care, the case 

manager must coordinate with facility staff to ensure the member or 
representative has been informed of, and understands, the possible risks of 
refusing the care.  The case manager must, at a minimum, document in the case 
management file that the member or representative has been informed of such 
risks and the member’s reason for refusing care.  The member’s PCP must also be 
informed of the refusal of care. 

 
 
XII.  CASE FILE DOCUMENTATION STANDARD 
 

A. Case file documentation must be complete and comprehensive.  It may be written 
by hand or typewritten.  Each case file page should indicate the member’s name 
and identification number.  Each entry made by the case manager must be signed 
and dated.  If electronic records are utilized, the Contractor must ensure the 
integrity of the documentation.  AHCCCS may request that documentation kept in 
an electronic system be printed out for purposes of a case file review. 

 
B. Contractors must adhere to the confidentiality standards under the Health 

Insurance Portability and Accountability Act (HIPAA). 
 

C. Case files must be kept secured. 
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D. Program Contractors are expected to maintain a uniform tracking system for 
documenting the begin and end dates of those services listed in the 
Placement/Service Planning Standard section of this chapter (excluding 
transportation), as applicable, in each member’s chart.  This documentation is 
inclusive of renewal of services and the number of units authorized for services. 

 
E. Tribal Contractors must show authorization of services on the CA165/Service 

Plan. 
 

F. Case files must include, at a minimum: 
 

1. Member demographic information, including residence address and telephone 
number, and the emergency contact person and his/her telephone number 

 
2. Identification of the member’s PCP 

 
3. Uniform Assessment Tool (UAT), completed at least annually 

 
4. Information from 90/180 day on-site assessments that addresses at least the 

following: 
 

a. Member’s current medical/functional/behavioral health status, including 
strengths and needs 

 
b. The appropriateness of member’s current placement/services in meeting 

his/her needs, including the discharge potential of an institutionalized 
member 

 
c. The cost effectiveness of ALTCS services being provided 

 
d. Identification of family/informal support system or community resources 

available to assist the member 
 

e. Identification of service issues and/or unmet needs, an action plan to 
address them and documentation of timely follow-up and resolution. 
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f. Member-specific goals that will allow the member to gain functional skills 
or maintain/increase their current functioning level.  Goals must be 
evaluated for appropriateness at each review with progress towards each 
goal documented and adjustments to goals/services made as necessary.  
Documentation should reflect member involvement in the development of 
goals. 

 
g. Member’s ability to participate in the review and/or who case manager 

discusses service needs and goals with if the member was unable to 
participate, and 

 
h. Environmental and/or other special needs. 

 
5. Information from the initial on-site assessment that includes all items listed in 

4 above, as well as, for those members with HCBS services already in place at 
the time of enrollment, an assessment of the medical necessity and cost 
effectiveness of those services and a care/service plan that indicates which 
PPC services will be retroactively authorized. 

 
6. Copies of the member’s Cost Effectiveness Studies (CES), placement history 

and service plans/authorizations.  The service plan must be signed by the 
member or member representative at each service review visit (every 90 or 
180 days) and a copy kept in the file. 

 
7. A copy of the contingency plan and other documentation that indicates the 

member/representative has been advised regarding how to report unplanned 
gaps in authorized services. 

 
8. A copy of the “Spouse Attendant Care Acknowledgement of Understanding” 

Form (Exhibit 1620-12) signed by any member choosing to have his or her 
spouse as the paid caregiver, both before that service arrangement is initiated 
and annually to indicate the member’s continued choice for this option. 

 
9. Copies of current CATS screens (CA160, CA161, CA165) for Tribal 

Contractors.  CATS screens or comparable forms for Program Contractors. 
 

10. Notices to the member regarding denial or changes of services 
(discontinuance, termination, reduction or suspension) 
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11. Member-specific correspondence 
 
12. Physician’s orders for medical services and equipment 

 
13. Documentation that a PASRR Level I screening and PASRR Level II 

evaluation, if applicable, have been completed for members in nursing facility 
placements and that copies are in the facility chart.  A copy of the PASRR 
Level II evaluation, if applicable, should also be retained in the case 
manager’s file. 

 
14. Evaluations and/or progress reports (for example, home health, therapy, 

behavioral health) 
 

15. Case notes including documentation of the type of contact made with the 
member and/or all other persons who may be involved with the member’s care 
(for example, providers) 

 
16. Documentation of the initial and quarterly consultation/collaboration with a 

qualified behavioral health professional, if applicable 
 

17. Copy of the annual pulmonology consultation for Ventilator Dependent 
Program members, and 

 
18. Other documentation as required by the Contractor. 

 
G. Screen prints may be used to replace hard copy service plans or CES, especially 

for updates which do not always require a member signature.  If screen prints are 
used, the case manager must sign and date the document signifying the copy is 
accurate. 

 
H. ALTCS member file information must be maintained by the Contractor for a 

minimum of five years. 
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XIII.  PROGRAM CONTRACTOR CHANGE STANDARD 

 
For purposes of this section, the term “E/PD Contractor” refers to all Program and 
Tribal Contractors, but not the Arizona Department of Economic Security/Division of 
Developmental Disabilities (DES/DDD). 
 
Members may be transferred between E/PD Contractors or between an E/PD 
Contractor and DES/DDD.  Transfers between E/PD Contractors are generally as a 
result of the member moving out of one Contractor’s service area into another’s.  
Transfers between an E/PD Contractor and DES/DDD are the result of a change in 
DDD eligibility, as determined by DES/DDD.  The service area of DES/DDD 
includes the entire state.  When a DDD eligible member moves from one area of the 
state to another, a change of Contractors does not occur; there is just a change of 
DES/DDD case managers. 

 
A. The case manager is responsible for the transition of and discharge planning for 

members transferred to another Program Contractor.  Refer to Chapter 500, Policy 
520, of this manual regarding member transitions for further information on 
standards set forth for the transition of ALTCS members. 

 
B. A change of E/PD Contractors due to member movement to another service area 

or member choice where multiple Contractors are available may be initiated by: 
 

1. The E/PD member or his/her representative 
 

2. The current Program/Tribal Contractor, or  
 

3. AHCCCS Administration. 
 

C. The case manager is responsible for initiating action when the request is made by 
the member or member representative.  Case managers must not assume, or allow 
the member to assume, that a change of Contractor is automatic. 

 
D. E/PD case managers are responsible for explaining that there may be service 

limitations and exclusions when the member moves into another Program 
Contractor’s service area. 

 
 

http://www.ahcccs.state.az.us/Regulations/OSPpolicy/Chap500/Chap500.pdf


CHAPTER 1600 
CASE MANAGEMENT 

POLICY 1620 
CASE MANAGER RESPONSIBILITIES 

 

REV:  10/01/2007, 09/01/2005 ARIZONA HEALTH CARE COST CONTAINMENT SYSTEM 1620-44 
REV:  02/01/2005, 10/01/2004 AHCCCS MEDICAL POLICY MANUAL 
INITIAL EFF. DATE:  02/14/1996 

 

 
 

E. For E/PD members in Maricopa County, a change of Contractor may occur on the 
anniversary date of the member’s enrollment or at any time when one of the 
following conditions exists: 

 
1. For medical continuity of care reasons 

 
2. Erroneous network information or agency error 

 
3. Lack of initial enrollment choice 

 
4. Lack of annual enrollment choice 

 
5. Family continuity of care, or 

 
6. Continuity of institutional or residential setting. 

 
Refer to the AHCCCS Division of Health Care Management operational policies on 
enrollment choice in a choice county and changes of Program Contractor for more 
information on these conditions. 
 
F. For transfers within or into Maricopa County, the E/PD member must make a 

choice of Contractors before any change can be processed.  This choice should be 
discussed with the member/representative and processed by the local ALTCS 
office. 

 
G. Case managers must discuss the potential transfer of a member with the 

Transition Coordinator or case manager of the potential receiving Contractor to 
ascertain availability of services in that area.  This information will assist the 
member/family with planning. 

 
H. The relinquishing case manager must also provide adequate member information 

(case documentation and/or medical records) to the potential receiving contractor 
to assure continuity of care.  The ALTCS Enrollment Transition Information 
(ETI) form to be used for this purpose can be found in Exhibit 1620-9. 

 
Information about the member’s use of ALTCS Adult Dental Benefit must be 
included in the documentation provided to the receiving Contractor by completing 
the ALTCS Enrollment Transition Information (ETI) Form in Exhibit 1620-9. 
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I. Tribal members are considered to have on-reservation status even though they are 
admitted to a nursing facility within a Program Contractor area of service off the 
reservation.  Tribal members who move to HCB settings off reservation will be 
transitioned to the Program Contractor serving that area. 

 
J. In Maricopa County, the member will be given a choice of Contractor by the local 

ALTCS office upon notice (from either the member/representative or case 
manager) that the member intends to move or has moved to Maricopa County. 

 
K. Member Change Reports (MCRs) are to be used under the following transition 

circumstances: 
 

1. E/PD Program Contractor out-of-service area transfers from HCBS to HCBS 
own home or from institution to HCBS own home 

 
Note:  Refer to Chapter 100 of this manual for a definition of “own home”. 

 
2. Tribal Contractor to Tribal Contractor transfers from HCBS to HCBS own 

home or from institution to HCBS own home.  This applies when the Tribal 
Contractor enrolled E/PD member will reside on a different reservation from 
that with which s/he had been enrolled (for example, a Navajo Nation member 
who will now reside on the Tohono O’Odham reservation in his/her “own 
home” should be enrolled with Tohono O’Odham Nation). 

 
3. Program Contractor to Program Contractor within Maricopa County when 

requested by the E/PD member (HCBS only), except for medical continuity of 
care reasons.  Program Contractor Change Request (PCCR – see Exhibit 
1620-8) is used in that circumstance. 

 
4. Native American E/PD member who is enrolled with an E/PD Program 

Contractor who moves to his/her own home on the reservation.  The member 
will be enrolled with the Tribal Contractor responsible for case managing that 
reservation, or 

 
5. E/PD Tribal member requesting a transfer from a Tribal Contractor service 

area (HCBS or institutional setting) to off-reservation status within an E/PD 
Program Contractor’s area of service (HCBS only, not including alternative 
residential settings). 

 
 

http://www.ahcccs.state.az.us/Regulations/OSPpolicy/Chap100/Chap100.pdf


CHAPTER 1600 
CASE MANAGEMENT 

POLICY 1620 
CASE MANAGER RESPONSIBILITIES 

 

REV:  10/01/2007, 09/01/2005 ARIZONA HEALTH CARE COST CONTAINMENT SYSTEM 1620-46 
REV:  02/01/2005, 10/01/2004 AHCCCS MEDICAL POLICY MANUAL 
INITIAL EFF. DATE:  02/14/1996 

 

 
 
If no specific date is requested, the member becomes the responsibility of the new 
Contractor or Tribe on the first day of the next month.  The MCR is mailed to the 
local ALTCS office. 
 
When a specific date of transfer will be requested due to specific care issues or to 
ensure no service lapse, the PCCR process should be followed. 
 

L. An MCR is also used by DES/DDD to notify AHCCCS that a DD member no 
longer meets the DDD eligibility criteria and will require a PAS assessment to 
determine if the member meets ALTCS eligibility criteria as an E/PD member. 

 
M. PCCRs (Exhibit 1620-8) are to be used under the following transition 

circumstances: 
 
1. For E/PD Contractors, transfer from any setting to an institutional or 

alternative residential setting in another E/PD Contractor’s service area 
 

2. For enrollment changes between E/PD Contractors in Maricopa County when 
medical continuity of care reasons are cited by the member’s PCP 

 
3. For E/PD Contractors, transfers from any setting to HCBS for which a 

specific effective date will be requested for continuity of services, or 
 

4. For E/PD Contractors, when the member who is a minor child transfers from 
the service area where his/her parents reside to another service area and a 
change of Contractors is requested. 

 
Medical continuity of care requests must be reviewed and approved by the 
Medical Directors of both Program Contractors before the relinquishing 
Contractor can complete the PCCR. 
 
The potential receiving Contractor is responsible for reviewing the request and 
notifying the relinquishing Contractor within ten business days of the request for 
transfer decision. 
 
The current/relinquishing Contractor must notify the member’s case manager and 
the member within seven days of receiving decision notification from the 
potential receiving Contractor.  The relinquishing Contractor must arrange and 
pay for transporting the member, if necessary.  
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N. If the potential receiving Contractor denies the request for enrollment change, the 
relinquishing Contractor may request a review by the AHCCCS Medical Director 
after the Medical Directors of both receiving and relinquishing Contractors have 
discussed the request and not been able to come to agreement. 

 
A written decision will be sent to the member and both Contractors by AHCCCS 
following this review.  If the request is denied, AHCCCS will notify the member 
of his/her appeal rights. 

 
O. Both the relinquishing and receiving Contractions are responsible for ensuring a 

safe transition for the member. 
 

P. The CA161 (Placement Screen) and service plan must be updated to reflect any 
changes in placement, services and/or Contractor enrollment dates. 

 
 
XIV.  SERVICE CLOSURE STANDARD 
 

A. Closure of a member’s service(s) may occur for several different reasons.  The 
following is a list of the most common reasons.  This list is not meant to be all-
inclusive: 

 
1. The member is no longer ALTCS-eligible, as determined by 

AHCCCS/Division of Member Services/ALTCS Eligibility Administration 
(DMS/AEA) 

 
2. The member dies 

 
3. The case manager and/or physician determine that a service is no longer 

necessary 
 

4. The member or representative requests discontinuance of the service(s) 
 

5. The member moves out of the Contractor service area 
 

6. The member leaves the Contractor service area temporarily and the Program 
Contractor is unable to continue services 
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7. For E/PD members in Maricopa County only – the member’s Contractor has 
been changed due to member request, and/or 

 
8. Contact has been lost with the member. 

 
B. Case managers are required to provide community referral information on available 

services to meet the needs of members who are no longer eligible for ALTCS. 
 

C. If the member has been determined ineligible for ALTCS, the member or member 
representative will be informed of this action and the reason(s), in writing, by 
DMS/AEA.  This notification will provide information about the member’s rights 
regarding that decision. 

 
D. If a service is closed because the ALTCS Contractor has determined that it is no 

longer medically necessary, the member must be given written notice of the plan to 
discontinue the service and information about his/her rights with regards to that 
decision.  Refer to 9 A.A.C. 34 for specific information and timeframes. 

 
Written notice is also required when services are closed due to the death of a member 
when the member has not yet been disenrolled by AHCCCS. 
 
Contractors are not required to send a written notice of action to the member if the 
member’s PCP has determined that a service which requires a physician’s order (for 
example, home health nursing or therapy) is not medically necessary and therefore will 
not be authorized by the Contractor. 
 
Notice is also not required if the member/representative requests the closure of a service 
in writing. 

 
E. When the member’s enrollment will be changed to another Contractor, the case 

manager must coordinate a transfer between the Contractors.  Refer to Standard 
XIII, Program Contractor Change, in this Chapter, as well as to Chapter 500 of this 
manual for more detailed information. 

 
F. The case manager is responsible for notification of and coordination with service 

providers to assure a thorough discharge planning process.   
 
 

http://www.ahcccs.state.az.us/Regulations/OSPpolicy/Chap500/Chap500.pdf


CHAPTER 1600 
CASE MANAGEMENT 

POLICY 1620 
CASE MANAGER RESPONSIBILITIES 

 

REV:  10/01/2007, 09/01/2005 ARIZONA HEALTH CARE COST CONTAINMENT SYSTEM 1620-49 
REV:  02/01/2005, 10/01/2004 AHCCCS MEDICAL POLICY MANUAL 
INITIAL EFF. DATE:  02/14/1996 

 

 
 

G. If a member is disenrolled from ALTCS, but remains eligible for AHCCCS acute 
care benefits, the case manager must provide informational materials (available from 
AHCCCSA) to the member regarding available acute care health plans.  The case 
manager must obtain from the member his or her choice of health plans and convey 
this information to the AHCCCS Communication Center at 1-800-334-5283. 

 
H. Case notes must be updated to reflect service closure activity, including, but not 

limited to: 
 

1. Reason for the closure 
 

2. Member’s status at the time of the closure, and 
 

3. Referrals to community resources if the member is no longer ALTCS eligible. 
 

I. The case manager must update placement history (CA161) and service plan 
information in the case file and CATS, as applicable.  When a service is closed, 
the end date and service units must be adjusted accordingly. 

 
J. A member who is disenrolling from ALTCS will generally remain enrolled 

through at least the end of the month in which the eligibility is terminated.  If the 
member voluntarily withdraws and wants ALTCS benefits to stop immediately, 
the disenrollment will be effective with the processing of the withdrawal by 
DMS/AEA. 

 
K. The member continues to be the responsibility of the Contractor until the 

disenrollment is processed by ALTCS and appears on the Contractor’s 
roster.  Members are eligible to receive medically necessary services through 
their disenrollment date. 

 
L. When the reason for termination is the member’s death, the case manager must 

end date the service authorization(s) with the actual date of death. 
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XV.  ABUSE/NEGLECT REPORTING STANDARD 
 

A. Suspected cases of abuse and/or neglect must be reported to the appropriate 
authorities by the case manager.  Case manager are responsible for identifying the 
agency in their area that handles these issues for adults and/or children, as 
applicable. 

 
B. Adult abuse is defined as: 

 
1. Intentional infliction of physical harm 

 
2. Injury caused by criminally negligent acts or omissions including pressure 

sores and dehydration 
 

3. Unlawful imprisonment, as defined in A.R.S. §13-1303 
 

4. Sexual abuse or sexual assault, and/or 
 

5. Intentionally subjecting or permitting a vulnerable adult to be subjected to 
emotional abuse. 

 
C. Vulnerable adult is defined as an individual who is 18 years of age or older who is 

unable to protect himself/herself from abuse, neglect or exploitation by others 
because of a mental or physical impairment. 

 
D. Child abuse is defined as: 

 
1. The infliction or allowing of physical injury 

 
2. Impairment of bodily function or disfigurement 

 
3. Infliction of or allowing another person to cause serious emotional harm, and 

 
4. Inflicting or allowing sexual abuse and/or sexual exploitation to occur. 
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E. Adult Protective Services (APS) – a program within the Arizona Department of 
Economic Security, which is governed by A.R.S. §§46-451 through 46-454 and 
14.5310.01, to protect vulnerable adults from abuse or neglect. 

 
APS workers also serve as a part of Arizona’s Ombudsman Program to act as an 
advocate, investigate reports of abuse, neglect or exploitation and assist in 
problem resolution for individuals residing in long term care facilities. 

 
F. Child Protective Services (CPS) – a program within the Department of Economic 

Security which functions to ensure the safety of children.  A.R.S. Title 8 Article 3 
(§§8-546 through 8-546.10) requires that the agency investigate reports of 
suspected child abuse, neglect, and/or abandonment. 

 
The program also assists parents/caregivers in receiving available services which 
will help improve family relationships and strengthen their ability to provide good 
child care.  If this is not possible, alternative solutions and placement are sought. 

 
G. For Tribal members – the APS and CPS programs do not have jurisdiction on the 

reservations to intervene in cases of abuse, neglect or exploitation.  Case 
managers must determine which Tribal program is responsible for handling these 
issues in their area. 

 
H. Documentation related to the suspected abuse or neglect, including the reporting 

of such, should be kept in a file, separate from the member’s case file, that is 
designated as confidential.  The confidentiality of this information is protected 
under A.R.S. §§36-441, 36-445, 36-2401 through 2404, 36-2917, and 42 CFR 
434.34. 

 
I. Member quality of care issues must be reported to and a resolution coordinated 

with the Contractor’s Quality Management Unit and/or AHCCCS/Division of 
Health Care Management/Clinical Quality Management Unit.  Refer to Chapter 
900, Policy 960, of this manual for more information on the Contractor’s 
responsibilities related to these issues. 
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